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FOREWORD 


| read with great interest the report of the Workshop on " Action- Linked Research 
Methodologies for Women's Health " organized under the auspices of the Women, 
Households and Development Studies Information Centre, at the M.S.University of 
Baroda, from 13th to 15th April, 1993. 


This small workshop was the second in a series of workshops that WHODSIC 
proposes to organize with the specific purpose of examining different m: ih sdologies and 
processes for action research in the area of Women's Health. 


The health vulnerabilities of women and methods of addressing women's needs 
and problems in the area of health have been recognized but the government operated 
health delivery system has so far failed to take cognizance of it. 


Numerous non-governmental organizations and women's groups have, however 
taken up the task of developing alternative health care models tor providing holistic 
health care to women at the community level. 


At the first workshop, held in 1991, the experiences of the various groups were 
shared and it was then that the idea of focussing on methodologies and processes of 
action research was mooted. Keeping this in view, methods i.e. focus group discussions, 
in-depth interviews, individual counsellinc and surveys were dealt with. 


The organizers namely, Rem Khanna, Shubhada Kanani, Shagufa Kapadia, 
Sandhya Barge, and Amrit Chohan, need to be congratulated for their careful and 
meticulous planning. Their well- orchestrated effort resulted in the active involvement 
of all the participants, who freely shared their own rich experiences and insights. 


| hope the report is useful not just to the participants who attended but to others, 
who couldn't come and would like to be involved in action research in Women's 


Health. 


Prof. AMITA VERMA 
Director, WHODSIC. 
May 1993 
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PREFACE 


This report is about a three day Workshop on © Action-Linked Research 
Methodologies for Women's Health ' organised by WHODSIC, M. S. University, 
Baroda. The workshop, which was attended by 31 _ persons from 21 
organisations, gave the participants an opportunity to share their world views and 
experiences of their organisations to arrive at a Common understanding of 
women's health , and to discuss methodologies and tools which they could use in 
the implementation of women's health programmes. In addition, the workshop 
generated a lively discussion on the quality of care indicators for women's 
health . This report documents the process and contents of the workshop and looks at 
possible future actions and collaboration. 


The report is organised in the following way: Chapter 1 gives the background o} 
WHODSIC and how this workshop came about, . Chapter 2 briefly describes the 
arrangements and logistics of the workshop, Chapter 3 through: its various sections 
gives the highlights of the sessions and Chapter 4 describes the participants’ 
feedback and looks at possibilities for future action. 


We, as the organisers of this workshop, would like to acknowledge the contribution 
of each participant towards making this workshop) a rich and meaningful one. The 
‘intensity of the discussions in the small groups was very rewarding for us as 
organisers and SO was the interest generated through the individual presentations. 
We would especially like to acknowledge the help of the rapporteurs: Vandana 
Agarwal; Jyoti Capoor, Murli Desai, Jyoti Gade, K Latha, Neena More, Rohini 
Pandey, Anju Pawar, Swati Pongurlekar, and Bhoomi Thakore. And last but not the 
least, the immense help of Amrit Chohan (Program Co-ordinator, WHODSIC) _ in 
managing the logistics of this Workshop is deeply appreciated. 


Your feedback on this report and ideas for future work will be appreciated. 


Renu Khanna 
Shubhada Kanani 
Shagufa Kapadia 
Sandhya Barge 
(Women's Health Advocacy Cell - WHAC) 
May1993 
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CHAPTER 1 
BACKGROUND AND INTRODUCTION 


Women Households Development Studies Information Centre (WHODSIC) was 
established with funding by Ford Foundation at the M. S. University of Baroda (MSUB) 
in February 1991. The Centre is a culmination of a series of collaborative projects 
undertaken by the MSUB, India and the University of lilinois at Urbana-Champaign 
(UIUC), U.S.A. The Resource Centre has as its primary goal! the strengthening of 
gender sensitive household level research. It further aims to: 


(i) develop a database related to women in households, and 

(ii) | establish communication channels between researchers and help 
strengthen methodologies most appropriate for capturing womens’ 
multiple roles in households. 


Among the various activities of WHODSIC are: 


h establishing networks of individuals and institutions working in vanous 
aspects of gender and household studies, 


+. providing consultancy services for planning household studies,. 


: sponsoring workshops, seminars and symposia to strenathen skills, 
share information and materials and develop coordinated research, 


7 publishing a regular Newsletter in order to disseminate relevant information 
to network members, 


‘ bringing out series of working papers, research briefs and summary reports 
on themes related to women, gender and households, 


building a documentation and_ information centre to disseminate 
information on issues related to women's studies, gender and development. 


In October 1991, WHODSIC in collaboration with Women's Studies Research 
Centre (WSRC) and Centre for Operations Research and Training (CORT), had 
organised a workshop on © Women, Adolescent Girls and Health’. The two day work- 
_shop had brought together activists, researchers, individuals and NGOs working in the 
area of women’s health and development to : — 
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— share their experiences, 


and 
— examine different methodologies and processes used for action projects 


research, 


— identify issues for action and research, and 
— explore the feasibility of an ongoing networking in women's health and 


development. 


The October 1991 workshop ended with the participants expressing the opinion 
that this kind of interaction between the action oriented workers and researchers 
should not end with just one workshop. It was suggested that there be more 
collaborative work done in the future through which the researchers and action 
groups learn from each other. It was further suggested that this workshop be the first 
of a series - that future workshops be thematic, based on the expressed needs of the 
participants. Some of the topics suggested were rapid assessment techniques, 
monitoring and evaluation, and methodologies which can be used for implementation 
of women's health programmes. 


On the basis of the avuove feedback and discussions amongst ourselves, we, 
the organisers of the first workshop, felt that while such workshops were important for 
ongoing analysis for clarifying certain basic issues in women's health and_ skill 
building, they alone were not the answer. The existing experiences of several 
groups needed to be documented and disseminated so as to create awareness of 
the broader issues in women's health. The data which were continucusly being 
generated through the grassroot groups needed to be transforme. and 
disseminated to policy makers so that effective changes in policies and 
programmes for women's health could be effected. Towards this objective, a Women's 
Health Advocacy Cell (WHAC) was set up within WHODSIC. A tentative note 
capturing the above thoughts was prepared and circulated (see Annexure 1). The 
response to this note from the local groups in the region was not very encouraging. 
While some regional organisations appreciated the need for advocacy efforts for 
women's health, it appeared that they could not identify themselves with this task. The 
day- to-day demands of running their own programmes, it appeared, were too pressing. 


The core group which had mooted the idea of Women's Health Advocacy Cell 
(hereafter referred to as the WHAC group) reconsidered their approach. Through 
prolonged discussions, they decided to begin by responding to people's expressed 
needs for workshops on_ specific topics, in particular: methodologies in women's health. 
This decision led to the present workshop on " ACTION-LINKED RESEARCH 
METHODOLOGIES FOR WOMEN'S HEALTH". 


The preparation for this workshop started in December 1992. The agenda for the 
workshop evolved over a period of six weeks. While qualitative methodologies and 
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participatory/rapid appraisal techniques were considered to be central for this 
workshop, it was felt that it was necessary to place these in a broader context of 
women's health. Thus a perspective of women's health needed to be well defined. It 
was also considered important that we examine the pathways through which certain 
organisations had travelled to implement woman-centred women's health programmes. 
The WHAC group also decided to discuss the Quality of Care Framework in the 
Workshop and see how it could be applied to women's health from the perspective of 
grass root level organisations. The tentative framework outlined above was sent to 
about 90 persons working either in community health, women's health, or women's 
development. There was a universally positive response, on the basis of which the 
objectives of the workshop were finalised: 


1 to arrive at a common understanding of a broader perspective of women's health, 
2 to learn about the ‘hows’ of implementing women's health programmes, 


3 to learn about how to plan and evaluate women's health programmes: the 
kinds of indicators required and how to use them, 


4 to explore how ‘research’ can feed into ‘action’ to make the implementation of 
women's health programmes more effective. 


ee 


‘CHAPTER 2 


ABOUT THE WORKSHOP 


Participants’ Profile ¢ 


Thirty one participants from sixteen voluntary organisations, two presen 
organisations, two research organisations, and one academic institution (Faculty © 
Home Science, M S University of Baroda) attended this workshop. The group was a 
mix of field level workers and programme managers - most of the organisations were 
represented by a team of two staff members. While most of the voluntary 
organisations were directly working in the implementation of field based health 
programmes, representatives from three support organisations, like LOCOST (production 
of rational medicine and rational therapy education), CHETNA (training) and NIROG 
(production of health education material) were present too. Only three of the thirty one 
participants were males. Further most of the participants were from within Gujarat; five 
were from out of Gujarat (see Annexure 2 for a List of Participants). 


For ease in communication, the language of the workshop was Hindi. 
Methodology and Frrocess 


A primary approach of the workshop was to facilitate a sharing of experiences 
among participants and to draw out lessons from these. Thus, much of the 
workshop was structured around small group discussions, case presentations of 
individual organisations, and panel discussions. External “experts’' were minimum. 
The group used its own resources for analysis and thinking through the issues. In 
addition to the case presentations and small group discussions, the group members 
were asked to do an exercise on the methodologies that they use in their ongoing 


work. A video film “SOMETHING LIKE A WAR ' 1 was shown after dinner on the first 
day (Annexure 3 gives the Schedule of the Workshop). 


Eleven articles on the various topics to be discussed in the workshop were 
given as resource material to each participant (the articles are listed in Annexure 4). 


Reference materials were put on display in a resource room on topics related to 
women's health and development, and methodological issues. This was kept open 
during the morning hours and during the lunch break. 


oS 


This film traces the history of India's Family Planning Programme. It brings out dramatically the images of 
women being used by the Government health system as ‘objects’ for target achievement, in contrast to 
women's own perceptions of their sexuality and motherhood. 
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inauguration and Expectations 


In her inaugural address, Dr. Seshadri stressed that the WHODSIC_ was a part of 
a larger organizational effort at MSU to integrate the study of women's issues into an 
Interdisciplinary Faculty of Women's Studies. The WHODSIC, Women in Development 
Unit (WID), Women's Studies Research Centre (WSRC) various departments in the 
Faculty of Home Science and other faculties in M.S. University joined together to 
make this interdisciplinary study of women's issues a SUCCESS. 


One of the key elements of a successful effort in this direction was to bring 
together voluntary organizations who were committed to women's development, in a 
forum where they could interact and dialogue with the researchers. The research 
methodology and research findings require to be widely disseminated and shared 
with individuals and organizations who were working closely with women. Towards 
this end, WHODSIC has planned to organize a sernes of workshops. The 
firstworkshop was devoted to women's _ health and this is the second in the series 
which would discuss the need to integrate qualitative and quantitative research 
methodologies in studying women's health. Itis hoped that the experience of many 
individuals and organizations in the use of qualitative research methodology would 
complement the experiences of the researchers in the use of quantitative methodology 
so that a judicious combination of the two can be developed for resolving some key 
issues related to women. 


The expectations of the participants could be categorised as below: 


— share experiences and learn from each other, share resources, 


— learn about methodologies, especially ‘rapid’ methodologies which can 
lead to timely action in the field, 


— learn about quality of care indicators for women's health, 
— learn how to analyse and use quantitative data, 

— learn how to document and use information, 

— explore how research and action groups can work together. 


CHAPTER 3 


HIGHLIGHTS OF SESSIONS 


i. Issues in Women's Health 


The participants were divided into five small groups (of about 5-6 eri 
each) for discussion to evolve a common understanding and a holistic perspect! 
for women's health. Three questions were suggested to direct the small group 
discussions: 

— what are our perceptions of the components of women's health? 


— how can we translate our understanding of women's health into action? 


— what are the necessary pre-requisites to translate this understanding into 
action? 


The small group discussions were very intense. Participants freely shared their 
views and experiences, later presenting a group report to the larger group. Most of 
the group reports indicated that the participants thought that women's health was 
more than just ‘maternal’ health. They expressed that most current health 
programmes catered to women only in their role as ‘“mothers' whereas what was 
required was much more. Because of the social and gender biases that women face, 
health needs of women start from even before their birth. One participant cited that in 
her project area female foeticide makes violence on women - a health issue. This was 
corroborated by Sr. Pilar, who in her introduction had stated that in their work in Bihar, 
they considered rape by higher caste men and domestic violence against women _ very 
much as women's health issues. 


The group discussions also revealed that women's health programmes need 
to take the life-cycle approach. Health needs of women not just in the reproductive age 
group but right from pre- natal stage to old age need to be considered. 


Women's health should not be restricted to only the physical health needs of 
women - their social, mental and spiritual health needs are also important. 


Another important point that came out concerned occupational health needs of 
women. Health needs emerging not oniy from their roles as ‘reproducers' but also from 
their roles as ‘producers’ and ‘care takers’ need to be catered to.Women's health status 
is a product of social, cultural, environmental and political factors. Interventions for 
women's health cannot be purely medical but need to be based on an analysis of 
the above factors. An important component of women's health status is also an unequal 
power distribution between men and women. This also needs to be addressed by 
women's health programmes. 


About how to translate the above understanding into action and the prerequisites 
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required for such action, the groups reported that women's felt needs have to be linked 
to our vision and goals of a holistic women's health programme. Linkages with existing 
services and other programmes have to be established. Also, health programmes 
for women have to go side-by-side with efforts to empower women. To bring about a 
real change in the perceptions of women's health needs, educational and awareness 
raising efforts need to be undertaken among men and youth in the community and 
governmental sector. Attitudinal and structural changes are also required to counter 
the patriarchal forces which have reduced women's health to ‘mothers’ health. This has 
also to be followed by training in the necessary skills so as to implement the 
health programmes for women. ) 

Planning for women's health programmes has to take into account women's 
perceptions of their own health and of the existing health services. Planning has to 
be necessarily decentralised and should be done with community participation. A note 
of caution expressed by the participants was that while implementing a_ holistic 
women's health program, prioritisation in planning and implementation was very 
important, to make the best use of available resources. 


The next session reinforced much of the above discussion. 


ll. How to Implement Women's Health Programmes 


- This session was conducted through four case presentations. Nirmalben 
(Panchmahals District, Gujarat) described the evolution of SARTHI's Women's Health 
Programme from an MCH programme to a holistic women's health programme based 
on the use of traditional medicines. Latha (Baroda) spoke about Baroda Citizens 
Council's (BCC) women's health programme and described how it changed its 
orientation from being a purely quantitative indicators based programme to one 
which blends the qualitative and quantitative aspects. Rohini, who had joined URMUL 
in Rajasthan only four months earlier, gave a brief run through of her organisation's 
efforts at women's health. Ashwiniben (Pune) described BAIF's women's health 
programme as one having evolved out of BAIF's community based income generating 
programmes. The details of the four presentations are in Annexure 5. The four 
presentations took up a considerable amount of time, leaving no time in between tor 
clarifications or reactions. The discussion following the four presentations, however, 
was rich. The session was moderated by Dr. Mavalankar who in conclusion drew 
lessons from the four presentations. 


From all the four experiences it emerged that the NGOs’ larger objective is 
integrated development of the deprived in their areas. In the course of their work, they 
were faced with a demand for services for women's health, a demand which each NGO 
chose to respond to. Thus, their health programmes are part of larger programmes 
aimed at fulfilling the expressed needs of the communities in which they are situated. 
The health programmes have organic links with other activities of the NGOs. This point 
also emerged in the course of the discussions following the presentations. One 
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respond when the women 


on indicated that women's 
ther needs 


participant questioned, How should our heaith workers : 
demand water as their basic need’? The ensuing discuss! sie 
health programmes, to be successful, have to offer solutions for womens 


too. 
that presented their expenences, there 


was a process of introspection and reflection. Activities were changed, focuses were 
shifted according to changes in the external conditions or learnings based on experi- 
ences. Thus ‘responsiveness’ and ‘flexibility’ were key characteristics of the four NGOs 


women's health programmes. 


Further, in each of the four organisations 


Each of the NGOs was also concerned about tapping the local resources, and 
basing their programmes on local technology and local practices in order to make their 
programmes sustainable. BAIF's “Wavli’ programme, i.e. use of the traditional *Wawii"’ 
concept, and SARTHI's health programme based on the use of validated local, 


traditional medicines are part of this sustainability drive. 


Another common characteristic that emerged was that although each of the four 
programmes may have started out as purely service delivery programmes for individual 
‘beneficiaries’, in time their focus shifted to capacity building of local women's groups. 
Each NGO representative also mentioned training of members of the local community 
for providing services and health education, and also to serve as a link between the 
local community and the NGO. : 


Finally with regard to research, the BCC experience highlighted the need to biend 
both qualitative and quantitative methods to plan, implement and evaluate women's 
health programmes. Lions 


As a concluding remark, Dr. Mavalankar mentioned that a feedback on the services 
irom the community is important just as consumer feedback is vital to maintain the 
quality of a product. 


ti. Methodologies for Action-Linked Research in Women's Health 


This session was built around the methodologies already being used by the 
participants. They were asked to do an exercise (see Annexure 6a for the format) on 
the methodologies that they have used in the course of their work and their experiences © 
with each of these methodologies. On the basis of the participants’ responses, it was 
decided to deal with four methods in depth. These were Focus Group Discussions 
(FGD), Indepth interviews, Surveys and Counselling. The last was included in the list 
of imporiant methodologies because although not consciously used by action 
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Wavii" is an unique tradition in tribal areas of South Gujarat. Men there believe that they will be 
raga BoP taal if they take any of the money earned by a woman through her labour. The result 
¢ that the women control this income of theirs with resultant benefits to children and the family as a whole. 
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groups as a specific methodology, the skills of counselling have a definite role to play 
in all work with women, and therefore in women's health programmes. 


This session was co-ordinated by Shagufa Kapadia. The four methods were 
listed on the board forthe formation of small groups and the participants were asked 
to choose which group they wanted to go to. Many chose the FGD and so there 
resulted two small groups of FGD and one each on the other three methods. The 
small groups used the format of the exercise (Annexure 6a) to quide iheir 
discussions. 


The substantive outcome of the small group discussions on methodologies is given 
in Annexure 6b. The group reports indicated that each methodology and iis 
application in women’s health programmes was thoroughly discussed by the groups. 
The contents of Annexure 6b can easily serve as a How to Manual’ for tnose 
wishing to use any of these methodologies. 


Some of the important issues that surfaced In the plenary discussions : 


= the importance of the role of the recorder in FGDs was stressed. Systemaiic 
recording of the process and content of a FGD helps in analysis of the data and 
programme planning thereafter. 

— while planning on the time, it is important to budget realisticaily for 
documentation following the FGD, or the indepth interviews. 


— the importance of ethics was highlighted in terms of revealing one’s true 
identity to the informants, not making any false promises just to extract information 
from the informants, and having a committment to feeding back the analysis of the 
information collected from the informants. 


—- counselling is an integral part of all helping relationships and each of us do 
counsel others in the course of our everyday work. Thus, we need to enhance our 
counselling _ skills. We also need to develop an attitude that we cannot ‘solve’ our 
clients’ problems - we can, however, help them to find solutions to their own 
problems. Orin the very least, provide emotional support to women in distress. 


—_— a question arose: is counselling not a ‘foreign’ concept ? In our culture women 
are accustomed to suffering silently, and do they really come forward for 
counselling ? As a response to this, another participant siated that rather than 
being a cultural issue this is a gender issue- women all over the worid find it 
difficult to share their problems unless they become very acute. Experiences from 
the women's movement in India have shown that once women begin sharing their 
problems in ‘mahila sangathans'’ (women’s groups), they move out ot their spaces 
of silent suffering into a collective space of catharsis and healing. At the end of this 
session, many participants stated that although they had been using these 
methodologies as a part of their work, this was the first time that they had reaily 
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ee ed to go to the small group 
examined them objectively. Some said that when they - ae d learn about a new 


ion’ i hat the 

on “focus group discussion’, they had imagined t . : d the 
method - FGD was nothing but small group discussion! The bapa aaa 
purpose of demystifying terminologies used by researchers, but alien to 


iv. Other Experiences with Methods 


This session was woven around the experiences that some of the participating 


organisations had with certain other methods. Smita Bajpai’s presentation was about 
a gynaecological camp that CHETNA had recently conducted for women in 
Banaskantha. Nirmalben's presentation was on the pictorial case sheet used by 
SARTHI's Arogya Sakhis. And finally, Anju Pawar and Swati Pongurlekar (Bombay) 
talked of their experiences on counselling their clients, mainly commercial sex 
workers (CSWs) in the STD clinic run by Bombay Municipal Corporation, in a red light 


area of Bombay. 
Gynaecological Camp for Women 


CHETNA's presentation highlighted how a well-planned, gender-sensitive gynaecological 
camp can be used as a method of creating awareness among women. The camp was 
conducted following the demand of the local women for check up and examination. 
The demand was generated over a period of two years while CHETNA was. working in 
the area of creating awareness on drinking water issues. The collaborating agencies 
were Bhansali Trust and the Varahi local Primary Health Centre. The anganwadi 
workers had done the field work and indicated that 150 women were ready to come 
forthe camp. In actual fact, 325 women from 41 villages registered at the venue of the 
camp on March 12. Three teams of two medical doctors each (from th. enartment 
of Gynaecology and Obstetrics, Civil Hospital, Anmedabad) examined the women. 


The educational activites included : 


poster exhibition related to health and social issues, 


focus group discussions on antenatal care, gynaecological problems and 
nutritional aspects, 


counselling before and after their check - up, 


video film ‘Kali Kem Mari' (Why did Kali die ?) and discussions after the 
screening. 


each woman was provided with health education material. (for further details 
see Annexure 7a) 


The participants found this presentation very illuminating. One NGO representative 
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who has plans to conduct a gynaecological camp next month, expressed that the 


kaa would incorporate their learnings from this session in the organisation of 
p. 


Pictorial Case Sheet 


Nirmalben showed the case sheet (Annexure 7 b) that the SARTHI Arogya 
Sakhis (Women Health Workers) use in their work with — their ‘patients’ or ‘clients’. 


The pictorial case sheet developed as a part of SHODHINI's ' work, serves two 
functions : first, it provides Arogya Sakhis with a structure to get the complete 
health and social history of the woman and second, its helps maintain a completerecord 
of their diagnosis and treatment provided. Nirmalben described the process of training 
of the Arogya Sakhis to use the case sheet, the difficulties that the Sakhis faced in 
getting accurate recording done and how they overcame these difficulties. Smita 
Bajpai of CHETNA who has also been a resource person for SARTHI's Women's 
Health Programme narrated that the frustrations with incomplete recording in the case 
sheets stimulated the illiterate Sakhis to undergo an intense literacy Shibir (camp) and 
learn reading and writing. 


The participants noted with interest the space for ‘chinta’(worries or stress) on 
the case sheet and wanted to know what kinds of stresses the local women had. 
SARTHI representatives listed some of local women's stresses as : 


— alcoholic husbands, 
— migration of the husband, and resultant increase in workload and responsibilities, 


— economic insecurity and the need to find wage labour in slack agricultural 
seasons, | 
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1 SHODHINI: In 1987, a network was formed of women working at the grassroots level in 
organizing local women in India. The purpose of this network was to carry out Action 
Research in Alternative Medicines For Women's Health. The core group of the network 
comprised 10 women working in different parts of india. The convener was Rina Nissim who 
had founded the Geneva Women's Health Collective. The core group was supported by about 
10 other women who acted as consultants to the process at different stages. Among the 
consultants were a phytologist, a woman who had experience in designing communications 
materials for neoliterate women, a nutritionist and several others. 


The members of Shodhini came together to carry out an action research program on the 
local health traditions of the women in their areas. The first stage in the research was to collect 
data on the traditional recipes used by the women for their own health problems. These recipes 
were then validated. For the testing phase, local women were trained in the diagnosis of 
women's common gynaecological problems. These women could then prescribe the traditional 
medicines to be tested. The results of the testing of medicines would then be pooled together 
and analysed. The essence of this analysis would be desseminated to women in the form of 
simple publications in regional languages. 


———— 
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's marriages, raising 


inj ide pri son 
— children related worries: raising money for bride price for ees of chIGTER, 


money to pay bribes for sons to get government pity sic 
married daughters being sent back to natal homes by in-laws. 


The group also wanted to know how the contents of the case sheets ee paper 
and used. In response, SARTHI representatives said that the curren ve paged 
analyse the effectiveness of the traditional medicines which are being _ Be 
women's gynaecologicai problems. This is part of the larger SHODHINI e 
action-research for alternatives in women's health. 


Role play on Counselling and Education of Commercial Sex workers (CSWS) 


In presentations spread over two sessions, -Anju Pawar and Swati Pongurlekar 
described their work in the STDs Clinic of Bombay Municipal Corporation. Their 
presentations culminated in a role play through which Anju and Swati demonstrated 
the process by which they educate the CSWs who came to the STD clinic for treat 
ment of their morbidity. They are counselled before they can see the doctor. 


Anju assumed the role of a CSW and Swati was the counsellor. Swati showed 
the group, how, through flash cards, she educates the CSW about AIDS : its spread 
and prevention; emphasizing that it cannot be cured. By calling the AIDS virus a 
"keeda" (an insect), Swati explained to the CSW that the "keeda" spreads in3 ways - 
to a child from a pregnant woman, through blood (donated blood) and sexuai 
intercourse. She stressed the central importance of the condom for protection 
against AIDS, urging the CSW to insist to her clients that they use it for her own safety 
and to prevent its spread to others. 


When the CSW mentioned that she had to face the disapproval of her “gharwaali" 
(madam of her brothel) when clients went away on account of their refusal to use 
condoms, Swati offered to talk to the “gharwaali". With the help of a banana 
(representing the penis) and some packets of the common brand of condoms (Nirodh), 
Swati then asked the CSW to show her the method of using a condom, which the 
CSW did. Subsequently Swati corrected her mistakes and demonstrated the correct 
use. She also invited the group to volunteer for demonstrating the use of a condom. 
One participant came forward and as she struggled with the banana and _ the condom, 
the group realized ... easier said than done! | 


The above role play was avidly followed by all participants. It led to a lively 
discussion on issues such as : 


* 


Nirodh is markeied in packets which have no instructions on its correct use; 
The media (T.V. in particular) ignores this crucial component of family planning ; 


Most people in the health and family planning field assume that users o 
condoms are weil aware of its correct use; thus neglecting to educate their clients 
adequately. 


* 


* 
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V. Quantitative Indicators for Women's Health 


This topic was discussed through a panel. The discussants were Dr. Subhadra 
Seshadri, Ms. Bhoomi Thakore and Dr. Shubhada Kanani from the the Department of 
Foods and Nuirition, M.S. University of Baroda. The moderator was Dr. Dileep 
Mavalankar from the Indian Institute of Management. 


Dr. Seshadri began with the constraints and limitations of Quantitative indicators. 
For example, they cannot measure the concept of general well-being and people's 
perceptons of health for which qualitative indicators are required. Further, women 
are culturally conditioned to suffer in silence, or to treat their condition lightly, 
therefore they may under - report certain phenomena - eg. women's work. Indicators 
have been chiefly tested in socio-economically deprived communities - even though 
health of women of other classes is also important. 


She further said that being a nutritionist, she would deal mainly with quaniitative 
indicators in relation to nutritional status, while acknowledging that other aspects of 
women's health are also important. Nutrition, she said, has a marked influence on 
health and productivity of women. Also, since her research experience has been for 
nutrition in pregnant women, her presentation on quantitative indicators would primarily 
be with reference to maternal nutrition and health. These indicators can however be 
used with other groups of women also. 


The main categories of quantitative indicators are : 


— anthropometric measurements sheight, weight and mid upper arm circumference 
(MUAC). 

— dietary intake 

— clinical examinations 

— laboratory measurements 

— morbidity experiences 

— socio-economic data 


Of these, the first (anthropometric measurements) have been relatively more 
successful than others because of their relative ease of use in the field, minimal 
training required for obtaining these measurements and availability of transportabie 
and sturdy equipment for field use. 


About cut off points for height, weight, MUAC, Dr. Seshadri mentioned that 
there is no complete agreement on these. For Indian women, — however, the 
following cut off points are recommended : Height - 145 cm; Weight - 45 kg and 
MUAC - 23. cm. Below these values, a woman may be considered to be at increased 
risk of obstetric complications in pregnancy, and of delivering a low birth weight 
baby (birth weight below 2.5 kg). 
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Advantages and Disadvantages of various Quantitative Indicators 


1. Anthropometric Measurements 


Height 


Height is easy to measure, minimal training is required, height meters are 
transportable, and just one measurement after adolescence I'S enough. On the other 
hand, the disadvantage is that adult height cannot be improved.Low height (stunting) is 
associated with difficult labour which is an important cause of maternal mortality. 
Height is also a determinant of how much work a woman can do. Low height implies 
less working capacity, which in turn leads to low economic productivity. 


Weight 


Weight measurements can also be easily done, spring balances are easily transported 
but should be standardized frequently. In adulthood also, it is possible to attempt to 
improve weights of women. Weight gain in pregnancy is an important indicator of 
women's obstetric performance. If pre pregnancy weight is less than 40 kg and weight 
gain in pregnancy is less than 7 kg then the woman is ‘at risk’. 


Mid Upper Arm Circumference : 


lt has a good correlation with weight, hence it is a good indicator for field use. The 
measure tape used to measure MUAC (the tape should be non- stretchable) is easy 
to carry; minimal training is required to obtain the measurment. 


2. Dietary intake is difficult to do in field conditions; but food frequency recording is 
turning out to be a feasible alternative, especially to assess micronutnent 
deficiencies of iron and vitamin A. 


in laboratory, hemoglobin estimation is important for anaemia. 


re oe examinations require specialized training and are not recommended 
or field use. 


With regard to morbidity experiences , there are no norms; e.g. how many 
morbidity episodes are ‘normal’. Recording morbidity is difficult. 


Ree es Sanitation (ES) is an important determinant for anaemia in 
- oy This has to be studied more closely in relation to women's health. Dr 
eshadri said her group had developed a scoring system for assessing ES. 
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The. next panelist, Ms. Bhoomi Thakore, compared the features of qualitative and 
quantitative methods, e.g. depth of information from the former and measurements 
(figures) from the latter. She described weight-for-height and weight gain in pregnancy, 
methods for estimating hemoglobin and morbidity data. 


. The third discussant, Dr. Shubhada Kanani, presented an example, using 
slides, of how qualitative and quantitative data have been combined in a women's health 
project at Baroda Citizens Council (BCC), with which she is associated. She first 
stressed the common features shared by qualitative and quantitative methods i.e. 
qualitative methods need to be quantified sometimes to be meaningful, and that 
quantitative methods need qualitative elements like rapport building with women, and 
asking questions properly, to be used well. A combined use of both qualitative and 
quantitative methods is desirable. 


Dr. Kanani then presented the types of qualitative and quantitative data 
collected in BCC and highlighted how both were used synergistically; and in turn fed 
into the service programs. For example: the free list qualitative data indicated a high 
proportion (above 50%) of women stating gynaecological illnesses as their major 
problems. Yet records at the health centre showed few women coming for treatment for 
these problems. Indepth interviews yielded data on treatment seeking behaviour of 
women, to explain constraints in seeking treatment and type of treatment sought. A 
camp for diagnosis and treatment of gynaecological morbidity by medical personnel 
gave data which was compared with the qualitative data. 


Another example of hemoglobin data showed a high prevalence of anemia, while 
indepth interviews yielded perceptions of anemic women regarding their morbidity. 
These data helped design and subsequently improve an iron supplementation program 


for women. 
» 


The discussion in the group covered issues like: 
: age at menarche : delayed menarche indicates poor nutritional status; 


‘ role of genetics in influencing height : while it is important, the bulk of evidence 
suggests that environmental factors (nutrition is one) have a greater influence 
on_ attained height; 


Z besides iron supplementation, other measures are also important to control 
anemia, such as dietary improvements (more vitamin C); controlling ilinesses 
like malaria and hookworm infections; 


though iron tablets are very inexpensive, itis unfortunate that doctors prescribe 
expensive hematinic preparations to poor women, which should be discouraged; 


js the life cycle approach to combat anemia is important, i.e. iron supplementation 
should not be restricted only to preschoolers and pregnant women, but should 
cover school girls and adolescents as well. 


CdS 


- ints 
Dileep Maviankar ended the discussion with a note of bayer wih off po 
for quantitative indicators are arbitrary and_ should be interpreted Ca y. 


VI. Participatory Methods 


Renu Khanna briefly presented an overview of Rapid Rural Appraisal — we: 
Participatory Rural Appraisal (PRA) and linked these with Participatory ate 
Methodologies that can be used in women's health. After this, Jyoti ade oO 
CHETNA, through a_ slide show, talked of Participatory Training Methodologies. 


As a result of dissatisfaction with the survey as a method for eliciting information, 
RRA was initiated in Thailand (a developing country) in agro-ecosystems. RRA gave 
detailed information in a short period of time. Soon, however, RRA was critiqued. It 
was considered an ‘extractive’ method, with ‘outsiders’ coming in and taking away 
data.The criticism for survey as a methodology of treating subjects as ‘objects’ held 
true for RRA too. This led to development of more participatory approaches : PRA. 
Here, community people mainly gather the information and use it, with ‘outsiders’ 
facilitating the process. Renu referred the group to the principles and application of 
these methods elaborated in the articles of the workshop's resource material. 


Shubhada Kanani supplemented Renu's presentation with slides showing “body 
mapping’ and ‘seasonality diagramming’ (these are two PRA methods) being used in 
slums by Baroda Citizens Council. Renu stressed the need for better documentation of 
work done by NGOs -_ who in effect would have evolved their own PRA methods but do 
not record their experiences. Hence, one has to depend on foreign sources. She 
gave SARTHI's example of women's self-help health groups who gather, share and 
use their knowledge and experiences in women's morbidity themselves. The self help 
group is very much a participatory research methodology. 


Jyoti Gade's slide presentation dwelt on participatory approaches used by CHETNA 
in training programs for health personnel like auxiliary nurse midwives of primary 
health centres, and anganwadi workers and supervisors of ICDS. Through pictures 
(symbolic representation) drawn by participants, topics like roles and responsibilities 
of _workers (e.g. "my contribution to ICDS"); training needs, effectiveness of the 
training itself (e.g. trainer's role) are discussed. The medium of pictures enables the 
participants to express their thoughts and feelings more effectively and Clearly. 


The discussion which followed the presentations (moderator : Renu Khanna) mainly 
revolved around field use of RRA/PRA; with some participants seeking clarifications 
on similarities and differences between methods. Overall, it was agreed that: 

Z choice of target group for conducting PRA in the field depended upon the 
purpose of the exercise. Example: for baseline survey or participatory 
community mapping, varied community groups of men and women might be 


involved. Whereas for planning a program f 
nichts or women, only women 
be invoived. y en may need to 
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SSL...  _______ 
—o is much overlap between PRA and RRA methods; the difference is 
mainly one of approach - the formeris far more participatory than the latter. 


Vil. Quality of Care Indicators 


Sandhya Barge of CORT set the session rolling by presenting to the group Bruce's 
framework on Quality of Care ' , followed by Mensch's adaptation of this framework to 


women's health. * Her presentation sparked off an animated discussion within the 
group. The group, comprised as it did of mainly NGO representatives active in the field, 
criticised both frameworks as ‘academic’ and ‘not specific enough to be useful in field 
applications’. The resource persons Clarified that these frameworks are intended to be 
guidelines. There is aneed to make them more specific, and appropriate for regional 


bats This is what the participants then did, over two sessions of about two hours 
each. 


Mensch's framework of Quality of Care in women's health 


The following are the suggested elements of the framework and their 
corresponding indicators as described by Mensch (1993) : 


1. Provider-woman information exchange - conveying information to women, i.e. 
(a) explanation of the diagnosis, (b) information, where medically appropnate, 
on treatment options, (c) information on the therapeutic regime, (d) information on 
contraindications, to and side effects of all medications and drugs; and, listening 
to and understanding women, inlcuding their (i) back ground, (ii) preferences for 
treatment, and (iii) medical history; 


2. Provider competence - (a) accurate knowledge about the disease problem, or 
condition, (b) technical proficiency in providing safe and appropriate clinical 
treatment known to produce an impact on mortality, morbidity or the existing 
condition, and (c) knowledge of procedures for referring cases which cannot be 
adequately managed; 


3. Interpersonal relations - sensitive treatment of women including (a) privacy, (b) 
respectful and responsive provider behavior, (c) encouragement of women's 
participation in decision making, (d) avoidance of moral judgements, (é) 
confidentiality, (f) limited waiting time, and (g) adequate amount of time spent 
with women, 


1 Bruce J. and Jain A. Improving Quality of Care through Operations Research In : 
Operations Research : Helping Family Planning Programs Work Better. Wiley - Liss, 
inc. 1991 pp 259-282. 


2 Mensch B. Quality of Care : Neglected Dimension. In: M.__ Koblisky, J. Timyan and 
J. Gay (Eds.): The Health of Women : A Global Perspective . Westview Press, Inc. 1993. 


pp 235-253.. 
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: : i information 

4 Mechanisms to encourage continuity of medical care pe — et 

| about when to return and, if possible, other ‘locanoay 4 rocedures when 
medications can be obtained, and (b) specific follow-up pro 


deemed necessary, future appointments and home visits. 


With this as the background, the participants of this Workshop eiadiet 09 
down their view points on Quality of Care. The following salient features a ) 
the discussion, which was_ moderated and later summarized by Shubhada Ka ; 


Quality of Care may be viewed at two levels : 


— the macro level, encompassing the overall services and nan eee 
system of an organization; wherein elements of program planning, managemen 
and evaluation would be included. 


— the micro level, which refers to the point of service delivery : the provider - client 
interaction and outcome. 


I. The macro level Quality of Care may be viewed from one, the provider's 
perspective and two, the client's perspective. 


Thus, Quality of Care (QOC) of a service(s), at the macro level (overall 
program), canbe considered to be satisfactory 


1) fromthe provider's perspective , if : 
a) services are gender sensitive and culturally appropriate ; 


b) they relate to client needs; with in-built flexibility to respond to changing 
needs of clients; , 


C) there is a timely response to client needs (a need fulfililed too late is a 
need unfulfilled); 


d) there is balance between the short term and long term goals of the 
service; 


e) services adhere to certain minimum standards. 
These five elements are briefly explained below: 


a) Services for women's health urgently need to consider the women's perspective. 
This issue has generated more rhetoric than concrete action in the past. An 
example of need for gender sensitivity was given: a proposed construction of 
toilets for women by a rural NGO was turned down by the women of the area 
who preferred to use the fields rather than add on to their already heavy 
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burden of fetching water for their family's needs. Toilets, they said, would be 
used by all, would require water for maintenance, which they , the women, would 
have to provide. Culturally appropriate services were those rooted in the 
culture of the region, especially in the lives of women. An example from 
SARTHI was provided, where treatments for gynaegcological morbidity were 
built around traditional remedies used by the local women, based on herbs which 
were locally found inthe area. 


and c) Services not only should respond to client needs; the response should 
also be timely . The participants cited examples of programmes that took so 
long to materialize that they became __ irrelevant. Or examples were given of 
research conducted under short term projects to “ascertain women's 
perceptions and needs with regard to their health’ - research which remained on 
paper and rarely found its way to timely sustainable programmes. While agreeing 
to the principle of timely response, one participant cautioned that building quality 
takes time: a hurriedly started programme may neglect to focus adequately on 
quality. As always, a balanced approach, where services were reasonably 
timely in response to client needs, without sacrifice of minimal quality standards, 
was Called for. 


With regard to balance between long term and short term goals , several 
participants voiced the conilicts arising from the ground realities of the field; 
conflicts between gaining acceptance by responding to client's perceived 
needs (not necessarily benefitting clients) and the principles of the NGO 
working in the area. If, for example, women wanted injections for quick relief from 
symptoms and these were not provided by the NGO, they would go elsewhere 
for the injections, despite persuasion to the contrary. NGOs often were faced 
with hard choices between irrational therapy to gain community acceptance 
(a) short term goal) and promotion of rational health seeking behaviour in 
people (a long term goal). The issue of how to maintain a balance between the 
two-is_ situation specific, and thus was not discussed further. 


The group agreed that i) standards should be situation specific, depending 
upon the level at which services are at a given point of time (the case of some 
service being better than no service); ii) standards should constantly evolve, as 
services get upgraded and improve in quality. 


However, certain minimum standards should be met (eg. absence of hostility, and 


presence of basic respect for women, especially women of weaker socio economic 
status). The minimum standards could be derived from the three elements of QOC at 


the point of service delivery (See Section Il). 
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2) Quality of Care could be considered satisfactory from a client's perspective , if 


a) the client repeatedly returns to avail of the service(s) or demands more services 


(self referral). | 
b) the client brings others in her community to avail of the service(s); 


c) the client gives a positive feedback; 
d) there is measurable improvement in her health condition, as assessed by outcome 
indicators. 


The above Quality of Care elements in (1) and (2), comprising the macro view of an 
overall program, should 


* not be used in isolation, but in various combinations (for triangulation); 


* be supported by other community based data to enable Quality of Care to be 
interpreted and judged realistically in a cultural framework. 


ll. Quality of Care elements for a micro-level service delivery system: 
indicator How to Measure 


A. Client - provider level 


?. Human element 1. Mystery client 

a) Physical infrastructure (the researcher pretends 
and physical environment to be the client and 
should be gender sensitive assesses QOC) 


e.g. conducive to privacy. 
. 2 Entry and exist interviews 
with clients. 


3. Spot observations. 


b) Empathy and complete 4. Asking the question of 
attention of provider provider : "Would you or 
towards client. your family use these 

services?" 

a. Technical competence of Rs Cure rates of the 
provider at the level of morbidities in question. 

. diagnosis 
2. Recurrence of the 
: treatment morbidities. 
: referral 3. Follow up visits to get 


: client education client feedback. 
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B. 


Value for money and time 


4 


spent : Does the client 2. Depth interview and 
feel the service was worth focus group discussions 
her time and money? with clients. 


Who should evaluate QOC? 


discussion generated rich and meaningful insights regard 


a) Self the individual or the organization 
providing the services. 


b) Community : feedback from the women who use the 
services and those who do not. 


c) Third party : outside ‘experts’ who are adequately 
oriented. 


Entry and exit interviews. 


Both sessions on QOC were very participatory, as were most others. The 


at field level, in particular. 
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CHAPTER 4 
EVALUATION AND FUTURE ACTION 


The participants’ feedback was sought on: 
— the resource material, 
— three sessions that they found most meaningful, 
— three sessions that they found least meaningful, 
— _ their suggestions for the future. 


in addition to the above, they were asked to depict their feelings about the 
Workshop through drawings and artwork. 


The feedback revealed that almost all the participants found the Workshop useful, 
and wanted to come back for such Workshops _ in the future. The sessions provided 
them with an opportunity to organise and _ synthesise their experiences. They 
welcomed the chance to abstract from, and conceptualise on the basis of field level 
experiences. Many of the participants’ artwork captured these feelings (see exhibits). 
Several participants commented on_ the participatory, flexible ana informal nature of the 
Workshop. They also appreciated the smali group discussions in which even the 
reticent participants were able to express themselves. Hindi as a language of the 
Workshop was universally appreciated. As one of the participants put it - 


"This Workshop was a reai eye opener. Till now my understanding of 
women's health was restricted to only MCH and Family Planning. | 
knew that health is important from birth to death, but ‘how' was clear in 
this Workshop. Also | learned how Research Methods can become a tool 
for education, and about indicators for quality of care”. 


Among the sessions, Quality of Care (QOC) got the highest ranking. All the field 
level participants (13)' appreciated the exploratory discussions on this topic and 
welcomed the opportunity to brainstorm and make the framework concrete and 
applicable. In fact, four participants suggested that a future Workshop be devoted 
just to this topic. On the other hand, QOC also got a fairly high ranking (Second rank) 
as the least meaningful SéSsion. Persons who were either not working directly in the 
field, or those who could-not tolerate ambiguity and were looking for clear cut 
answers, did not appreciate the “thinking together’ nature of these discussions. Other 
sessions which participants. ,found meaningful were: 


nae sharing on research methods ; (12) 


-- issues in women's health (8) 


1 
The numbers in parentheses denote the frequency of responses. 


ee 


eS 


—_— presentations on how to implement 
women's health programmes 
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— participatory research methods 
— slide presentations 

— BCC and CHETNA 

— gynaecological camp 

— SARTHI's presentation 

— PRA in training 

— film “Something like a war’ 

— demonstration of the condom 
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The film evoked very strong reactions - while some participants felt that it 
dramatically brought into their conscious awareness ofthe coercion of the Family 
Planning Programmes and therefore they liked it, others felt that depressing and 
morale-lowering films should not be shown in such Workshops. 


Eight participants said that they found the session on quantitative indicators 
least meaningful. Many of them said that they could not use this information in their 
work; some had prior knowledge of this and a couple found the content repetitive. Two 
participants found the session on issues in women’s health least meaningful because 
they felt nothing new came out of it. 


About the future directions, most participants expressed that these Workshops 
were very useful. Approximately six or seven participants clearly stated that there is a 
need to work together on common goals. Two _ persons mentioned _ that 
academicians, research organisations, support organisations and field based NGOs 
should work collaboratively for women's health. They stated that other NGOs in the 
area who had years of experience in women's health (e.g. SEWA, ARCH, SEWA 
Rural) should be persuaded to contnbute their insights so that all of us can learn from 
them. 


A criticism voiced by many of the participants was that the time frame for the 
Workshop should be more realistic - they felt rushed and pressured. Fewer topics 
should be discussed and more thoroughly. 


About themes for future Workshops, a strong need that came out was for 
process documentation (7). A suggestion for a Workshop on QOC has already been 
mentioned earlier. Other themes that were suggested were: 


—  yse. of PRA methods through case studies presented by. NGOs, 


— other research methods not covered in this Workshop, e.g. scenarios and 
narratives, 


— — medical information related to women's health e.g. STDs, mental health, 


Ee 


managing programmes for women's health, 
communication and counselling for women's health, 


— sensitisation of heads of NGOs/GOs, and medical pro- 
fessionals to gender issues in women's health, 


— _ research issues in women's health, 


— management of quantitative data. 


Some participants mentioned that these Workshops should also have a 
representation of middle level community workers. Another suggestion, which was 
corroborated by the organisers, was the use of other methods like simulation games, 
role plays and those based on women's cultural modes of expression like songs 


and dances. 
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Exhibit-1 
QUALITATIVE 


O UANTITATIVE 


“Workshop was like the 
‘Samudra Manthan’ 

(a mythological tale). By 
a ‘churning Process’, 

- some ‘amrit was 
separated through this 
workshop, however, 
more churning is 
required to separate 
more ‘amrit’.” Amrit is a 
mythological nectar 
which makes one 
immortal. 
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Exhibit-2 


" Fragmented 
concepts become 
a whole" 


Exhibit -3 


" Old wine in new bottle” 


Exhibit -4 


“Researchers and 
action organizers are 
moving in a common 
direction------ welfare 
of the people 
(women)." 
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Exhibit -5 


"What | really appreciated is the way 
of conducting the workshop i.e. 
practicing the belief—to start from 
participan's level—by making him/her 
lontribute and become self aware; yet 
there was direction (by the organizers) 
and outcome”. 


Betrer WOMENS 
HEALTH 
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ANNEXURE -1 - 
A WORKING NOTE ON WOMEN'S HEALTH ADVOCACY CELL 


(NOTE: As the title suggests this note is being prepared to initiate discussion- 


itis by no means conclusive or final). 


|. Definition of terms used 


Women — inclusive of women across the life span, that is, the girl child, 
adolescent girl, all women in the reproductive age group and 


aging women. 


Health — inclusive of all aspects of physical health (not just maternal and 
reproductive health), psychological or mental health which is a 
product or stress and tension which tend to not find direct 
expression in women, and violence against women. 


Women's Health- experiences of women in relation to their bodies which enable 
them to gain control over their bodies and realize their intrinsic 
strengths both individually and collectively. 


Advocacy — systematic efforts to create an opinion and influence changes at 
BSR AT various levels in relation to women's health so that health care for 
women becomes more woman-centred rather than treating 

women as objects or tools. 


Household perspective — using household as a unit of analysis. "Household 

i i wee See perspective on women's heailth’- analysing women's 
health as a product of the household dynamics; 
assessing the role that the gender relations has to play on 
women's health. 


ll. Introduction 


in accordance with the definitions generated above the WSRC/WHODSIC seeks to 
create a network or a group which will coordinate efforts to lobby for changes in 
policies and programmes related to women's health so that this becomes more 
woman-centred.Women's health needs to be seen not in isolation but within the 
context of the household dynamics. The rationale for mooting such a network is 
that there are many groups working in this region on issues related to various aspects 
of women's health. There is need to pool together these efforts, to consolidate a base 
and create a strong front to advocate for changes in programmes, methodologies 
and policies related to women,s health. 
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WHODSIC/WSRC is being proposed as a host for this cell because (a) a group of 


dinette (researchers, activists, academicians) working on issues related to women's 
ealth are actively involved inthis Centre 


e In oo 1991, WHODSIC/WSRC had organised a workshop on "Adolescent 
irs, Women and Health." The workshop had been a_ unique effort in that it had 
brought together on one platform academicians, researchers, activists and 
representatives of grass root NGO's working on women's health. In the plenary 
session, many participants had expressed an interest in networking and working 
together on common issues. As a follow-up of the October 1991. Workshop, the WHAC 
is being proposed as a concrete idea to carry out certain tasks which will be 
collectively decided. 


ill. Possible role of the WHAC 


As mentioned earlier, the proposed cell would work at the regional level by bringing 
together 
z grass roots women's health groups committed to evolving alternative 
models for delivery of women's health services 


activist's groups involved in opposing certain harmful trends in society (eg. 
sex determination tests) or certain programmes of the government 
(eg.clandestine testing of certain contraceptive devices like NORPLANT or 
NETEN). 


= academicians and researchers. 


The functions of WHAC would be to : 


: create a data base related to woman centred health care 

. carry out action research related to the alternative vision for women’s health 
as defined above, 

7 transform research data into appropriate forms so that different target groups 
can relate to it, 

r disseminate the material at various levels : press, journals, petitions to the 
state government so as to create a climate favourable to woman centred 
health care, 

bi lobby actively at the state level for changes in policies and programmes so 


that women's health incorporates the dimensions of woman-centredness 
and the household perspective, and 


link with other such groups at the national level. 
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IV. Conclusion 


This note is being widely circulated. We request y 
organisations or persons that you think may be interested. 
cell may write directly to WHODSIC/WSRC. We invite your reactions to the contents of 
this working note. After receiving your reactions and ideas, WHODSIC/WSRC will 
host a meeting of interested persons to discuss this further, so that the concept of this 
cell can be further refined and a specific concrete timebound programme of action be 


collectively worked out. 


ou to pass it on to any 
Individual participants in this 
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LIST OF PARTICIPANTS 
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S. No. Name 

1 Ms Pilar 

2 Dr Ashwini 
Ghorpade 

3 Ms Swati 
Pongurlekar 

4 Ms Anju 
Pawar 

5 Ms Jyoti Gade 

6 Ms Smita 
Bajpai 

yi Ms Nirmal 
Singh 


Address 


Mahila Jagrity Kendra 
PO |.E. Gomia 
Dist Bokaro 829112 


BAIF Dev Research Foundation 
P Kamdhenu 

Senapati Bapat Marg 

Pune 411016 


Bombay Municipal Corporation 
Sexually Transmitted Diseases 
Clinic 

Belasis Road 

Near Nagpada Police Station 
Bombay 8 


Bombay Municipal Corporation 
Sexually Transmitted Diseases 
Clinic 

Near Nagpada Police Station 
Belasis Road Bombay 8 


CHETNA 

Lilavatiben Lalbhai's Bunglow 
Civil Camp Road 

Shahibaug 

Ahmedabad 4 


CHETNA 

Lilavatiben Lalbhai's Bunglow 
Civil Camp Road 

Shahibaug 

Ahmedabad 4 


SARTHI 

P O Godhra West 
Santrampur 389030 
Panchmahals 


Phone No 


342622 
Ext.23 


3074216 


3074216 


866513 


866513 
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Te a 


ame Address 


8 Ms Leela Patel SARTHI 
P O Godhra West 
Santrampur 389030 
Panchmahals 


9 Dr Dileep Public Systems Group 407241 
Maavankar Wing 15 Ext 4944 
Indian Institute of Management 
Vastrapur 
Ahmedabad 380 015 


10 Ms Rohini Pande URMUL 2104 
Rural Health Research & 
Dev. Trust 
P O Lunkaransar 
Pin 334603 
Dist Bikaner (Rajasthan) 


11. MrAshok Bhargav NIROG 418024 
15 Tulsivan Society 
Jee Raj Park 
Ahmedabad 380 051 


12 Ms Pragnya Vyas NIROG 418024 
15 Tulsivan Society 
Jee Raj Park 
Ahmedabad 380 051 

13. Ms Jyoti Capoor Public Systems Group 407241 
Wing 14 Ext 4931 


lIM Vastrapur 
Ahmedabad 380 015 


14 DrAnneO Sanchetana 407728 
Pukadyil Communith Health and 
Research Centre 
Near ISRO 
Ahmedabad 


15 Neena More Shroff Foundation Trust 324865 
PO Kalali 
Tal & Dist Vadodara 12 


Gr EERE 


ee 


S. No. 


16 


17 


18 


19 


20 


21 


22 


23 


24 


Name 


Murli Desai 


Ms Aruna Lakhani 


Ms Nila Dave1 


Ms K Latha 


Ms Bhoomi Thakore 


Ms Vandana 
Agarwal 


Mr Vijay Jani 


Ms Archana 
Srivastava 


Ms Nilima Shah 


Address 


Shroff Foundation Trust 
PO Kalali 
Tal & Dist Vadodara 12 


Deepak Medical Foundations 


9/10 Kunj Society 
Alkapun 
Baroda 390 005 


Swashraya 

C/o Ravi Enterprise 
Near Manekrao's Akhada 
Dandia Bazar 

Baroda 390 001 


Baroda Citizens Council 
Above Health Museum 
Kamathi Baug 

Baroda 


Dept of Foods & Nutrition 
Faculty of Home Science 
M S University of Baroda 
Baroda 


Dept of Foods & Nutrition 
Faculty of Home Science 
M S University of Baroda 
Baroda 


LOCOST 


Premanand Sahitya Sabha Hall 


Lakdi Pul Dandia Bazar 
Baroda 390 001 


Shishu Milap 

208 Ashok Apts 
Near Dinesh Mills 
Baroda 


Mahila Samakhya 

86, Seva Samaj Society 
Fatehgunj 

Baroda 390 002 


Phone No 


324865 


(O) 331439 
(R) 332074 


556382 


328415 


(R) 21338 


66960 
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S. No. Name Address Phone No 


25 Ms Smita Jani Mahila Samakhya 22182 
86, Seva Samaj Society 21248 
Fatehgunj 
Baroda 390 002 


26 Ms Hema Joshi TRU (GVHA) 320163 
Mangaldip Complex 
Productivity Road 
Opp Masonic Hall 
Baroda 


27 DrS Seshadri Dept of Foods & Nutrition 
Faculty of Home Science 
M S University of Baroda 
Baroda 


28 DrS Kanani Dept of Foods & Nutrition (R) 22537 
Faculty of Home Science 
M S University of Baroda 
Baroda 


29 Ms Shagufa Dept of HDFS Kapadia 
Faculty of Home Science 
M S University of Baroda 
Baroda 


30. Ms Sandhya Barge CORT 326453 
405 Woodland Apt 
Race Course 
Baroda 390 007 


31 Ms Renu Khanna SAHAJ 324023 
1, Tejas Apt 
53 Haribhakti Colony 
Baroda 390 015 
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ANNEXURE - 3 
SCHEDULE OF THE WORKSHOP 
DAY 1 
TIME PROGRAMME SESSION CO-ORDINATOR 
9.00 - 9.30 AM Registration 
9.30- 9.40 AM Welcome by Dr S Seshadri 
9.40 - 10.00 AM About the Workshop Renu Khanna 
10.00 - 10.30 AM Introduction and Expectations 
10.30 - 11.00 AM Tea 
11.00 - 12.30 PM Issues in Women's Health Shubhada Kanani 
12.30 - 2.00 PM Lunch 
2.00 - 3.30 PM Issues in Women's Health (contd.) 
3.30 - 4.00 PM Tea 
4.00 - 5.30 PM Panel: How to develop and Dileep Mavalankar 
implement Women's 
health programmes 
Discussants: 
- K Latha (Baroda Citizens Council) 
- Nirmalben Singh (SARTHI) 
- Rohini Pande (URMUL) 
- Ashwini Ghorpade (BAIF) 
7.30 PM Dinner 
Post Dinner Film and Discussion re Gade 
an 
- "Something Like a War" Smita Bajpai 


a 
DAY 2 


eee 
TIME PROGRAMME SESSION CO-ORDINATOR 


ee ————————————ee 


9.00 - 10.30 AM Quality of Care Sandhya Barge 
10.30 - 11.00 AM Tea 
11.00 - 12.30 PM Sharing Session on Research Shagufa Kapadia 


Methods used by participating 
organisations - leading to 
formation of small groups 


12.30 - 1.30 PM Luncn 


1.30 - 3.00 PM Sharing Session on Shagufa Kapadia 
Research Methods (cont'd) 


3.00 - 4.00 PM Other experiences with Sandhya Barge 
Methods- 

4.00- 4.15PM Tea 

4.15- 5.30 PM Other experiences with Sandhya Barge 


methods (cont'd) 


Sm 


Sse 


DAY 3 
SS 
TIME PROGRAMME SESSION CO-ORDINATOR 
9.00 - 10.30 AM Panel: Quantitative Indicators Dileep Mavalankar 


for Women's Health 


Discussants: 


- S Seshadri (Dept of FN, MSU) 

-S Kanani (Dept of FN, MSU) 

- B Thakore (Ph D Student, 
Dept of FN, MSU) 


10.30 - 11.00 AM Tea 
11.00 - 12.30 PM Participatory Research Renu Khanna 
Presentation: 


- Jyoti Gade (CHETNA) 


12.30 - 1.30 PM Lunch 

2.00 - 5.00 PM Quality of Care Shubhada Kanani 
Evaluation of the Workshop Shubhada Kanani 
Future Directions and 


Shagufa Kapadia 
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ANNEXURE-4 


LIST OF CONTENTS IN THE RESOURCE MATERIAL 


‘. Women, Health and Development 
— Peggy Antrobus. 
2. Gender and Primary Health Care 
— Claudia Gracia Morno and Eugenia Piza Lopez 
3. Quality of Care 
— Barbara Mensch 
4. Qualitative Research Methodologies: An exerpt from forthcoming 
WHODSIC working paper 
— Shubhada Kanani 
5. Characteristics and uses of Focus Group Discussions 


— Loviien M. Verkevissar, Indira Pathmanathan and Ann Brokerlee 


6. Constructing Quaiitative Research Interview Guidelines 
— Amara Soonthorndhada 


ri Participative Rural Appraisal : Potential applications to Family planning, 
Health and Nutrition Programs. 
— Richard Heaver 


8. Enchancing participation in PRA 
-— James Mascarenhas 


9 An excerpt on Quantitative Indicators from “Nutrition and Health : Family 
and the Child. - 
— Dr. Subadra Seshadri 


10. Combining Quantitative and Qualitative Methods in the study of intra 
household research allocation. 
— Susan C.M. Scrimshaw 


11. Taking charge Women's Health as Empowerment (The SARTHI 
experience) 
— Renu Khanna 


ne 
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ANNEXURE - 5 


HOW TO IMPLEMENT WOMEN'S HEALTH PROGRAMMES 
Main Points of Presentations 


1. SARTHI - Nirmalben 


Beginning with a description of the place of work (droughtprone, hilly) she 
described the problems that women faced in their daily lives (drinking water, fodder 
collection etc.) To help reduce the women's drudgery, SARTHI undertook programmes 
like installation of hand pumps and ‘smokeless chulhas' (improved cook stoves). 
SARTHI also organised the women for tree planting on the panchayat and government 
wastelands in the villages. When the men_ of neighbouring villages retaliated by 
chopping off the trees and burning the grass, the women did not lose hope and they 
look out a ‘morcha' (rally) and levied a fine on the men. With these kind of activities, 
the NGO built rapport and then took up health issues which the women were 
demanding. They started an MCH training programme for local ‘dais’. In time, the 
local women. started asking for treatment for their gynaecological problems. Arogya 
Sakhis (bare foot gynaecologists) were trained in the next. phase. When one of the 
women activists died of cervix cancer, SARTHI organised a Cancer Detection Camp 
with the help of CHETNA. SARTHI's women's health programme is based on the use 
of herbs for cure and, hence planting useful medicinal herbs was started. The Arogya 
Sakhis are trained to do bimanual and pelvic - vaginal examinations with speculums. 
They also fill pictorial case sheets of their patients and treat them with local herbal 
medicines. The presentation ended with a slide of the village women dancing and 
singing and expressing their joy. 


2. BARODA CITIZENS COUNCIL - K. Latha 


A brief introduction of BCC and its work since 1965 was given. She explained by 
means of transparencies how BCC began as a community development project and 
evolved in providing specialised services in the areas of health, educaiion and 
income generation for women. BCC is working in the slum areas of Baroda city (about 
40 areas) with women, adolescents and the aged. 


In 1989, from MCH Programmes, they moved onto a research project funded by 
Ford Foundation on women's reproductive health. They started with -a socio 
economic. survey of about 1500 households. They realised that qualitative data had 
not been systematically collected so aftera year they under went training for collection, 
recording, documentation and analysis of Qualitative Data, through a series 01 


workshops. 
a ————————— 39 


eee 
Type of Qualitative Data Collected : 


Prevalence, and local terminologies used of the various illnesses. (free listing 


a) 
method. 

b) Cultural categorisation of illnesses. (pile sorting) 

C) Causes, consequences, treatment seeking behaviour, home remedies used 
for specific illnesses (done through narratives and scenarios). 

d) Health beliefs and practices during pregnancy and lactation. (done through 


focus group discussion and in-depth interviews). 


Based on data collected, BCC initiated services and also decided to involve the 
women. For this they held feedback sessions regarding their research findings. The 
women suggested some programmes. Thus they achieved a synthesis of quantitative 
and qualitative research and services. Their future plan is to involve men and work 
intensively with adolescent groups (boys and girls). 


3. URMUL Trust - Rohini Pandey 


Uitar Rajasthan Milk Union (URMUL) works in Bikaner District where no other 
Government or NGO services were available. 


They began as a dairy along the Anand model and 3 paise per litre were 
collected as health insurance and services were provided. Since this covered the rich 
cattle owners only, it was decided to establish a separate trust to reach out to the really 
needy people and women. To this end they started a Mobile MCH Programme. To 
improve participation of women and the village as a whole, they held a ‘gram sabha’ and 
a women worker (Sathiya) was _ elected. She was also the dai, belonged to the lower 
caste. She was considered the resource person for the villagers. 


URMUL next entered into areas of education, water and energy management, 
with a focus on women. The Sathiya gradually built Mahila Sanghathans which took 
up village problems related to various aspects of life. The Trust is now working to 
strengthen these groups, and themselves act as a resource or support. group only. 


4. BAIF - Ashwini Ghorpade 


Ashwini described how BAIF evolved since 1967 when it was started by Dr. 
Manubdhai Desai, a Gandhian. They started with “charkha’ use and nature cure, moved 
on to reforestation and cattle breeding in six States (MP, UP, Gujarat, Maharashtra, 
Rajasthan and Karnataka). Their activities were supported by the State Governments. 


BAIF intervened to provide sustainable employment with various activities such as 
agro and social forestry, wasteland development, sericulture, mushroom cultivation. 
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Health activities are integrated in these. In 1982 they started their wavli’ programme 
in15 village (42 families) in South Gujarat. Since women could not participate much due 
to poor health, the health programme was started. They found that perceived needs are 
different from just needs and used certain determinants for uses of health services. 
They convinced women to use health services _in view of the days already lost to poor 
health. They reduced women's drudgery by installing hand pumps, the maintenance of 
which is done by women themselves. They invited CHETNA to conduct training ‘of dais 
and also involved the local healers called “bhagats’. They have a Primary Treatment 
Centre, self-help groups and a schoo! based programme which uses 4 
child-to-community approach. They are also implementing the DWCRA scheme. 


el 
ANNEXURE -6 a 


FOR SESSION ON RESEARCH METHODS 


Please complete this exercise and bring it along for the Workshop. If you have 
used/are using more than one approach/method, please make multiple copies of the 


Exercise. , 


Method/Approach used : 


Obiective(s) 
SS eee eal —“‘“ 


Process or How | 
= ee ee 


Extent to which 
Objectives fulfilled 


°roblems faced 


Suggestions/ 
Alternatives 
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eT EY EN NE TI SY ES TS 


ANNEXURE 7 a 
OTHER EXPERIENCES WITH METHODS 


1. Gynaecological Camp for Women - Smita Bajpai from CHETNA 


Objectives : 


‘To address specific needs of gynaecological check up expressed by the 
village women while working with them over a period of two years. 


To discuss women's health and social issues. 
To celebrate International Women's Day. 


Why the camp ? 


—_ Need was felt while working with water management, water borne diseases. 
— No lady doctor in PHC, need therefore felt by women. 
— Women expressed/asked for a solution to their illnesses. 

Advantages 


— Togetherness 
— Motivate for a common objective 
— Working towards a goal in a short period of time 


— Reach more people at one shot. 
When to plan a camp 
— In between an ongoing program, but not in the beginning 


— Camp is not a solution to women's illnesses, but a good beginning towards 
cure/solutions. 


Preparation for camp 
f Obtained necessary information such as : 
— whether women are ready for such a camp 


— willingness for internal check-ups. 
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(Out of 325 women, 218 were ready for internal examination at camp). . 


: involvement of Bhansali Trust and PHC in the organisation of the camp. 

‘ Anganwadi Workers were also involved. 

? Lot of publicity was done. 

. Place and time as per women's convenience.(Response from women was 


overwhelming). 
Programme/Camp 


— Poster exhibition related to health and social issues. i.e. logical problems, 
nutritional aspects. 


— Problem of turnout of a large number of women at the same _ time, i.e. not 
spread out over the entire day. 


— Women were counselled before and after check-ups. Doctors were also 
involved in discussions. 


— A video film “Kali Kem Mari’ was screened, and it was quite effective. 
— Indepth interviews were done on health seeking behavior. 

— Each woman was provided with an educational kit. 

— Some findings are: 


In case of a health/gynaec problem women first share the problem with 
husband to get money for treatment. 


Next is mother-in-law followed by sister-in-law and others. 
For treatment, priorities are as follows: 

Home remedy 

Dai 

Bhagat, local healers 


Doctor/Hospital 


ee 


a NNNMMOQ),O, 


Results/Outcome 
— 218 check-ups inthe day 


— lllnesses detected : 


Vaginal infections 42.20% 
Prolapse 7.2076 

Infertility 17.89% 
Menstrual disorders 12.85% 
Bad obstetric history 3.67% 
Other 2.29% 


(Report is being prepared) 
Discussion Points 
— Effectiveness of camp was discussed: 


Reasons were -- past history of work with the women, camp was 
need-based, involvement of AWWs and PHC staff. 


— Urgent/Emergency cases were referred to General Hospital in Anmedabad. 


yh Process of counselling CSWs for STDs/AIDS - Anju Pawar 
Bombay Municipal Corporation 


Steps 
— Registration and address taking 
— Before the doctor's examination client receives counselling from the social worker: 


* What is the client's problem 


* Education regarding AIDS 
* Use of condoms 


* Prepare them for blood test and check-up. 


EERE 
After the laboratory reports come : 

* Give information about the blood reports 

* Follow-up 

bs Home visits. 


Problems 


— Wrong addresses given by CSWs therefore difficulty in follow-up of clients 
— Lack of co-operation from doctors 
—  Customers/Clients of CSWs refuse to use condoms 


— General Practitioners (GPs) in the area to whom better class of CSWs go 
are not co-operative. 


Oiher Aspects of Programme 
— Street plays in the community 
— Joint counselling of husband and wife 
— Providing community members with the address of the Center 


— Workshops to create awareness among the General Practitioners. 


_—--- at at ain a. ee. a © o 7 on 


Be) MEPSUNE tc: 

CAVASU GS eee. ee | Sti ee AS 
5 22ll 
Sa RRS - SER e= 


UST eas 
jetiaat dleiven = aS all eter. ct CUBA LAL 


 AAULA Al Werle AHI 
Aad orl WAU 


a con 
Soc tl AURS 
AL Aleta: 


gi, d, ascily & 


2. gudtes aque Evuag 


AULA Ugur JIL Ae 
a Uw Erlo& 
GUA BoA 


Wee at ama 


SUSUR ol ALIA 


wi 


L] B 


Arert ater 


me hal 
CUCU TAL 
Urptt ok Qua 2 GMa - atest 
© ARE, UIA, cre at 3. UBUN EL- v 
SGU Gi- oll 


SH Haiel 8, 


EQLs 


(QU: 


Wirt * 


i 


_a 


Be, 4) 


can 


